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Safety Culture: A Daily Dose of Reporting and Learning

Mar 21, 2017
Daily operations briefings are enabling hospitals to identify safety risks and improve safety
outcomes
By Coleen Smith, RN, MBA, CPHQ, CPPS
Director, High Reliability Initiatives

This is the first in a series of posts examining the 11 tenets of safety culture discussed in our SEA:
The Essential role of leadership in developing a safety culture. This post examines the first tenet: Apply
a transparent, nonpunitive approach to reporting and learning from adverse effects, close calls and
unsafe conditions.

In the process of developing a safety culture, hospital leadership may be challenged to find a
transparent, non-punitive approach to reporting and learning from adverse events, close calls and
unsafe conditions — an important tenet of safety culture identified in a 2017 Joint Commission
Sentinel Event Alert. An approach that is working for an increasing number of hospitals and health
systems, including AnMed Health in Anderson, S.C., is the daily operations briefing.

Known by various names — daily safety call, daily check-in, safety briefing and others — these
succinct everyday communications involve the CEO, chief medical officer, chief nursing officer and
representatives from all clinical units. Usually lasting about 15 minutes, these briefings are designed to
identify safety events that have occurred within the last 24 hours and safety risks anticipated within the
next 24 hours, as well as to inform attendees about actions taken on issues previously identified.

By making a daily commitment to this kind of briefing, hospital leadership encourages the
immediate, real-time identification of adverse events and unsafe conditions and makes them widely
known. A daily briefing can enhance an organization’s adverse event reporting system and its learning
culture — primary features of a high-reliability organization. A briefing can turn adverse event reporting
from a siloed effort managed by one department into a multi-disciplinary, daily event in which the
entire organization participates.

At AnMed Health, 64 clinical and operational areas across the system participate on a 15-minute
secure conference call with the CEO and other top executives at 8:30 a.m. each day. The calls are
moderated by a consistent team of facilitators composed of Dale Duncan, director of medical affairs
and Joint Commission liaison; Stephan Jones, manager of worker safety; Todd O’Quinn, director of
worker safety; Jody Phillips, director of quality and patient safety; and Robert Pierce, director of
performance and process improvement. In addition to the usual participants, AnMed Health board
members have a standing invitation to participate in the calls, further emphasizing the system’s

top-to-bottom approach to safety culture.



https://www.jointcommission.org/sentinel_event.aspx
https://www.jointcommission.org/sentinel_event.aspx
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AnMed Health has two acute care facilities located about 2 % miles from each other, as well as 65
physician practices. Call participants represent this physician practice network, operating rooms,
diagnostic areas, patient care units, food and nutrition, information technology, the employee health
service and more — every area within the system that has a potential impact on patient or worker safety.
Many of these units gather in daily huddles at 8 a.m. to discuss safety issues and prepare for the daily
operations briefing.

After each daily briefing, a team of 15 to 20 individuals debrief and decide how to further investigate or
involve themselves or others in resolving the issues that have been identified. Recently, a briefing created
awareness that 130 patients with the same or similar name as another patient were receiving care; this
situation caused AnMed Health to issue a name alert process, which triggers protocols designed to prevent
a mistaken identity and potential adverse event.

Among the tangible benefits created by the daily operations briefings at AnMed Health is a
significantly reduced C. difficile infection rate — down 44 percent from its high. The briefings also have
helped AnMed Health to better manage situations such as high patient volumes and flu outbreaks. In
several cases, a briefing has identified a situation for which a hospital policy had to be clarified or newly
created.

During daily operations briefings across the nation, hospital team members are providing the facts
about patient safety risks. There's no judgment or retribution involved because they’re spreading
awareness. These briefings acknowledge that a hospital is operated by humans who function in imperfect
systems and sometimes make mistakes, and the mistakes get all the way to the patients. Hospital leaders
must figure out how to learn from those mistakes and what to do differently next time, versus punishing
staff for system flaws and human error.

It's amazing to watch when hospitals figure out how to do daily operations briefings well. One CEO
from another organization who was invited to call into an AnMed Health’s daily briefing remarked, "I now
know more about their hospital than | do mine."”
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